A group from the European Working Party on Quality in Family Practice (EQuiP), working with over 20 European colleges of primary care, has assessed what, in their view, is needed to improve the quality of care at the interface between general practice and specialists. Experiences and ideas from a wide range of people were gathered through focused group discussions. From these it was clear that, for real improvement at the interface of care, changes are needed in the system of care and in the ways that doctors view their roles and their performance. All providers of care need to be able to see the care system from the patients' perspective if they are to help their patients make sense of and benefit from an increasingly complex system. This paper outlines the EQuiP recommendations on how cooperation between general practitioners and specialists might be improved. This includes strategic perspectives and both targets for improvement and methods for teaching, training and development that are all independent of country and health care system. The 10 targets for development identified by the group are: leadership, initial shared care approaches, task division, mutual guidelines, patient perspective, informatics, education, team building, quality monitoring systems, and cost eVectiveness. Working towards these targets could provide an eVective approach to improving the cooperation between the interfaces of care. Getting eVective leadership is a necessary first step as implementation of such a strategy will involve significant change. Responsibility lies primarily with the medical profession.
Introduction
As modern healthcare systems become more complicated and more people need coordinated care from both sides of the primary/ secondary interface, good communication between the sectors becomes a crucial factor in the delivery of good quality health care. However, the very complexity of health systems often mitigates against eVective communication between the sectors. Improving the quality of cooperation, both between sectors and between professional groups, has not so far been a high priority in any of the European healthcare systems.
Much of the poor quality care can be linked to problems that arise at the interfaces within the healthcare systems. Many patients feel they are left "in limbo" when moving from one part of the system to another. [1] [2] [3] [4] Each part of the system tends to focus on its own tasks and resources and not on the system as a wholethat is, the system actually experienced by patients-so the task of improving the quality of interaction, cooperation, and communication across the interfaces is not seen as any one group's particular responsibility. Despite significant diVerences in their organisation, European health systems face similar problems with the cooperation between primary and secondary care. The solutions may also be similar.
General practitioners (GPs) and specialists have diVerent roles and may often see problems from diVerent perspectives: "In general practice, patients stay and diseases come and go. In hospitals, diseases stay and patients come and go." 5 The diVerent perspectives and cultures and working conditions that exist within the medical profession reflect the wide range of medical, psychological, and social problems of the patients cared for by each group. Working in separate medical realities may diminish understanding and even respect for the concerns of others. Patients need the variety of expertise and technical competence. However, little eVort has been devoted to bringing professional groups together to enable them to understand their roles and to make them feel their work is complementary with that of others within a single healthcare system. 6 The pressure on doctors in all branches of medicine to respond to technological advances in their own specialties and to changes in patients' expectations diminishes opportunities to look beyond their separate worlds.
Shared care is one approach to improving care at the interface by minimising the apparent fragmentation of services. 7 There is now a trend towards working in teams to solve complex technical or bio-psychosocial problems. The transfer of tasks between specialists and GPs is a natural and continuous process steered by technology, cost, and the needs of providers and patients.
Healthcare systems are examples of "competence systems" where the most important perceived asset is the ability and drive to create new knowledge. This is then transformed into eVective interventions and disseminated throughout the system. However, the system is not uniform and there are large and significant variations in the quality of health care. The system does not function as a whole. Every organisation within the healthcare system needs to monitor, supervise, and improve the quality of structures, processes, and outcomes. In addition, both patients and society have a right to expect that there is a mechanism for quality of care to be looked at across the system as a whole and that someone is responsible for coordinating care processes across boundaries. This includes logistics, communication, and dissemination of information. Focusing on improving the functioning of the system as a whole may help to achieve the goal shared by many health systems to provide seamless care. It may also go some way to raising the overall quality of clinical care and improving patient satisfaction. 8 Finding ways of improving the quality of care at the primary/secondary care interface is an important objective of the European Working Party on Quality in Family Practice (EQuiP). Twice a year a working group meets to discuss strategies for improving care at the interface by collating ideas, activities, and experiences from a wide range of sources including over 20 European national colleges of primary care. For the last two years this group has explored the quality of care at the interface from four perspectives: (1) the system as a whole; (2) the delivery of good quality medical care; (3) the provider's viewpoint; and (4) the patient's viewpoint (table 1) . Much of the information for this has been gained from focused group discussions. From this the working group has derived strategic targets and recommendations for quality improvement at the interface between primary and secondary care that should have relevance in European healthcare systems.
Perspectives of the quality of care at the primary/secondary care interface SYSTEM 
PERSPECTIVE
The demand for access to health technology is growing. A system approach to quality implies that we should understand and discuss division of tasks across boundaries within the system. Specialist time should, of course, be assigned to highly specialised duties, but the growing demand for specialised medical technology also requires that waiting times are acceptable in relation to need and that we also minimisethat is, do not use technological interventions inappropriately-society's expenditure on healthcare technology. 9 If we view the system as a whole it is possible to see that changes in one part of the system can aVect the patient and provider in another. It is our contention that at least some of the waste in resources might be avoided if care across the primary/secondary interface was improved through better communication and coordination.
PERSPECTIVE OF MEDICAL QUALITY
Every patient has the right to a discussion and interpretation of his or her symptoms within a holistic framework where all relevant biological, psychological, and social aspects of health can be considered. Patients also have the right to informed, up to date discussion about modern choices for investigation and intervention for any symptom. 10 If we want to attain these two goals we need to make the best use of the specialism of family medicine/general practice care and all other medical specialties. To achieve this there has to be commitment to cooperation and understanding. The alternative-which is no longer acceptable-is fragmented and uncoordinated care. This is not only wasteful of resources but also places patients at the risk of poly-investigations, polyinterventions, and poly-pharmacy which are inevitably associated with a disjointed approach to care. All patients should be guaranteed access to a primary care physician appropriately skilled in diagnostics, treatment, and care who also refers appropriately those who need specialist attention.
PATIENT PERSPECTIVE
Patients expect a coordinated chain of investigation, treatment, and follow up. We need to understand better patients' views, expectations, and experiences of care within the system. The European Task Force on Quality in General Practice (EUROPEP) has developed an instrument validated to measure patients' evaluations of quality in general practice.
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Benchmarking between hospitals has been practised for many years and includes measures of patient perspectives. 12 Patients are becoming increasingly knowledgeable and have access to much information about health care from many sources including the media and the internet. Moreover, the rights of patients are becoming secured in statutory frameworks. 13 Patients' needs and expectations for care may clash, producing an "expectation gap", but this gap can be narrowed or closed by providing appropriate and timely information and by maintaining dialogue between the healthcare professions and the public and patients about their needs and the way in which the system works.
14 The gap can also be narrowed by good professional cooperation at the interface between primary and secondary care. Good quality care always includes the appropriate use of biomedical skills and health technology together with the ability to help patients to cope with the fears and expectations of care. However, one practitioner may not possess all the necessary skills.
PROVIDER PERSPECTIVE Satisfied workers provide good quality care and dissatisfied workers deliver care of a poorer quality. 15 16 There needs to be capacity within the healthcare system to prevent and to settle conflicts between diVerent specialties and professions to enable good working relations across all boundaries. Any competition between GPs and specialists should give way to an understanding of complementarity of function and of skills.
The increase in litigation in health care and the fear of law suits, exposure in the media, or penalties from oYcial bodies may aVect doctors' attitudes to clinical interventions. 17 Such fears may lead to defensive medicine resulting in iatrogenic problems for patients, an increased workload and reduction in job satisfaction for providers, and a waste of resources for the system. A defensive approach diminishes equity of access to care and may reduce its quality. Continuous education and local networks can be used to make doctors feel more secure in their work, and could contribute to reducing defensive actions.
Targets for quality improvement at the interface between GPs and specialists
Building on experiences and ideas from the perspectives chosen, the group identified 10 strategic targets for quality improvement at the interface between GPs and specialists that are universal to European healthcare systems. These targets are presented in box 1 and specific actions to each target are shown in table 2.
DEVELOP LEADERSHIP WITH A DEFINED RESPONSIBILITY FOR IMPROVING THE INTERFACE
For all healthcare systems the development of leadership is an important target for quality improvement at the primary/secondary care interface. This should involve regional administrators, local authorities, and healthcare professionals. Leaders need both to build eVective teams and to delegate power and responsibilities if they are to promote really eVective quality development. To improve the quality of care at the interface between primary and secondary care they must ensure that the job description of all providers includes consideration of how a professional cooperates with others, including those working in other sectors.
Facilitation of discussions on agreement between sectors and professions is the responsibility of leaders. These discussion should address incentives, barriers, strengths and weaknesses, and opportunities and threats to providing a good quality service. There should be incentives to encourage eYcient and appropriate distribution of tasks and functions. Guidelines-owned by all who use them-are a likely consequence of such discussions.
Doctors must accept some limitations to their autonomy and work with their leaders. All healthcare professionals should learn about leadership. Professional leaders who have to gain consensus and encourage the system to + Develop leadership with a defined responsibility for improving the interface + Develop a shared care approach for patients treated in both primary and secondary care + Create consensus on explicit task division and job sharing + Develop guidelines that describe quality problems at the interface and seek solutions to such problems + Develop an interface that contains the patient perspective + Develop systems for appropriate information exchange to and from general practice care + Reinforce interface improvement through education + Facilitate team building across the interface + Establish quality monitoring systems which focus on quality at the interface + Establish a broad understanding of the need for cost eVective use of the interface For shared care to be implemented the barriers between diVerent parts of the healthcare system must go. Accomplishing this will depend on stimulating eVective cooperation across interfaces and on the development of local management structures designed to encourage rather than impede the process of care across the boundaries. Care needs to be seen from the patients' perspective and managed, for example, by the development of guidelines which include processes that match the patients' perspective and descriptions of the distribution of tasks between primary and secondary care. An important precondition to implementing eVective shared care is that all those involved cooperate and have shared goals that are explicit. The creation of comprehensive guidelines and the development of logistics for increasing patient and public access to information may increase the rate of acceptance of shared care and help to initiate processes instrumental in achieving it. Providers and managers leading change should communicate with patients and their representatives and also with politicians. Improving the quality of the system of care needs to be a common aim understood by all who use, work in, or influence care across the interface between primary and secondary care.
CREATE CONSENSUS ON EXPLICIT TASK DIVISION
AND JOB SHARING Distribution of tasks between specialists and GPs should not imply that all technical problems are for the specialist and the rest for the GP. GPs work within an expanded biological, psychological, and social model. While much of their work integrates the relevant aspects of patients' reactions, coping strategies, empowerment strategies, and social context, parts of their work are also simply technical. Treatment of a clinical problem should be at the optimal level of care-for the patient and for the system-and this is often in primary care.
Some countries are still struggling to define the identity and content of general practice within their healthcare systems. DiYculties are encountered with drawing the lines between primary and secondary care in general, and between GPs and specialists in particular. In some countries the lack of professional identity of GPs makes it diYcult to agree upon task division and shared care. These diYculties will only be overcome with eVective medical leadership.
Discussions about the content of general and specialist practice should be based on national needs and provision but, in all systems, it should be guided by the aims of creating equity, accessibility, and cost eVective care. Again, eVective medical leadership will be necessary to facilitate discussions to define the roles and functions. Better cooperation is likely to be accompanied by a change in attitude from "mine" and "your" patients or tasks to "ours". Guidelines should be based on up to date information and set within national and local possibilities, cultures, and traditions. They should address the use of appropriate technology, cost eVective care, and actions that ensure equity and accessibility with the maximum of patient and provider satisfaction. Centrally developed national clinical guidelines, built on evidence based medicine, are comprehensive and resource demanding. Guidelines need to be adapted to the local context and reflect the available human, structural, and economic resources. They should be developed from a multidisciplinary point of view and should include task distribution and act as an exchange of information about care at the primary/secondary interface. Guidelines should include intended indicators of the quality of the care. Leaders should use the groups that develop and monitor guidelines to help foster better work across the primary/ secondary interface, as GPs and specialists in these groups may already have developed positive working cooperative relationships.
DEVELOP AN INTERFACE THAT CONTAINS THE PATIENT PERSPECTIVE
The patient should experience a seamless healthcare system and, as far as possible, continuity of care. We must focus organisation of care around an understanding of "patient flow" and "patient journeys" 1 and make more use of logistics to improve the quality of the patient's experience across the system.
Patients or their representatives should be included in planning and auditing shared care on an equal basis with professionals and managers to ensure that their needs are considered. Patients' views should be included during guideline development and their representatives may be members of guideline groups. Professionals and their leaders have an obligation not only to take account of the views expressed by patients and their representatives, but also to stimulate and encourage patients to express their opinions. The inclusion of patients' views could lead to improved adherence to care plans and a better understanding of equity which might help to get medical priorities right.
DEVELOP SYSTEMS FOR APPROPRIATE INFORMATION EXCHANGE TO AND FROM GENERAL

PRACTICE
Information about health care comes from many sources. Enabling as many people as possible to have easy access to information about health and health care is an important priority. The only exception to this is, of course, the "case based" information about individual care. Information that should be available includes "disease based" information (clinical guidelines), "educational" information to the public (for example, about healthy eating and healthy lifestyles), and "quality" information about practices and hospitals (availability, service, outcomes). All such information should meet standards of accuracy, timeliness, availability, and clarity. Getting it out in a format that meets the needs of providers and the public will require the use of modern informatics, but many health services remain woefully behind in the development and implementation of information technology. Models for sharing information within the context of genuine eVective formats need to be designed and adapted to local conditions, and the input of both GPs and hospital specialists is needed. The potential of the internet and intranet facilities as sources of information and means of communication is enormous. The development of informatics should be a high priority for research and development.
REINFORCE INTERFACE IMPROVEMENT THROUGH EDUCATION
The competence and skills necessary for clinical practice are learnt in basic education programmes and should be reinforced and developed through continuing medical education (CME). Interestingly, as far as we have been able to determine, basic medical education programmes do not include any training in quality improvement. This may go some way to explaining the diYculties of sustaining coordinated care. Vocational training, programmes for CME and, in particular, programmes for continuous professional development (CPD) could be used as the focus for introducing practitioners to the theory and for training in the skills needed for quality improvement. Redesigning CME and CPD to reflect a shift towards more shared care will take eVort and will certainly involve the creation of joint programmes by the diVerent specialties.
More fundamentally, the educational system should encourage the development of cooperation skills within basic medical education, training in a culture of mutual respect for shared care thinking, task distribution, and respect of patients' expectations of high quality seamless care. All postgraduate programmes should include time in both general practice and specialist practice. This demands more balanced curricula that widen the perspective of participants so that all have some understanding of biological, psychological, and social perspectives and an appreciation of concerns relevant to the world of high technology interventions.
Specialist training schemes should encourage development of insight into the concerns of a range of other specialties. Doctors undergoing specialist training should experience working across the interfaces. Currently, specialists spend little or no time in family medicine during their training, although GPs are extensively trained in hospitals. Specialists should be trained in the patterns of diseases, signs, and symptoms within the primary healthcare system as well as in those presenting to specialist practice. All trainees should have appropriate training and insight into possible organisational problems at the primary/secondary care interface from the perspectives of both patients and providers. The lack of balance in current educational systems limits the understanding of care at the interface.
FACILITATE TEAM BUILDING ACROSS THE
INTERFACE
Functioning, eVective, and coherent teams do not just "happen". They require work, but there is a large literature on team working and team building that is easily available. Professionals need to draw on this when setting up teams to deliver shared care training programmes for "quality team work". Teams should review and evaluate the quality of their work and change their practice when indicated. New innovations in health care and the development of current techniques means that, with time, tasks will change or will be shifted between professionals within a team. For instance, registered nurses now perform tasks that previously were strictly the responsibilities of doctors. Rehabilitation programmes extend across the interface between hospital and primary care and involve several professional groups. Thus, new teams are formed by tasks and by circumstances. While team building and cooperation are essential for the functioning of a seamless system of care, patients also ask for personal care and continuity of care. Well functioning teams that serve the system must also ensure a maximum of personal care.
ESTABLISH QUALITY MONITORING SYSTEMS WHICH FOCUS ON QUALITY OF THE INTERFACE
Quality of care may be evaluated in terms of process and of outcomes. Both need to be measured for care that crosses the interface. Developing indicators that measure the quality of cooperation and communication at the interface of care is an important area of research. 18 The gap between patients' expectations of care and the care that they actually receive is a possible indicator or "proxy" for the quality of care at the interface. It is a central element of cooperation, it is measurable through patients' and professionals' evaluations, and is universal with respect to diVerent healthcare systems. Other indicators that could be used include measures of the continuity of care, of coordination of care processes, and the quality and consistency of the information given to patients. Research is needed to define the most appropriate indicators of the quality of care. Leaders of improvement in care should be responsible for including eVective systems for the quality of care as part of any change process.
ESTABLISH A BROAD UNDERSTANDING AT THE INTERFACES OF CARE OF THE NEED FOR COST
EFFECTIVENESS
In societies where there is a large gap between the resources available and the sophistication of technological possibilities, a drive to cost eVectiveness may help to achieve an equitable distribution of healthcare services. Concentrating on cost eVective interventions will improve the likelihood of providing equal and suYcient access for all citizens with equal needs. Ensuring cost eVectiveness of working processes is a major element of any eVort to improve the quality of care at the interface. Quality improvement may be considered an investment that leads over time to more cost eVective and eYcient health care. 19 An important and probably cost eVective outcome of improving care at the interface would be to increase the frequency at which patients receive the right care (and nothing more) at the right level, at the first try. This would minimise work and costs. Better information and coordination at the interface between primary and secondary care are necessary prerequisites to achieving this goal and, importantly, all those working in the system will need to understand the system from the perspectives of others.
Conclusions
An action plan with 10 targets for improving the quality of care across the primary/ secondary care interface has been set out. Actions necessary for achieving each of the 10 targets are given in table 2. The work required in diVerent countries will be based on national needs, priorities, and resources. The suggestions are not in any way mandatory, but are set to stimulate discussion about the quality of care across the interface between GPs and specialists. It is not within the scope of this article to deliver detailed plans for quality improvement within a system because such actions must be developed and performed by those working in the system.
It is the purpose of EQuiP to encourage professional organisations and leaders of healthcare systems throughout Europe to discuss these targets and to adapt the principles to their national setting. Whilst national plans for action will diVer, EQuiP wants to encourage leaders to use specified indicators within quality improvement and medical performance assessments that allow benchmarking and comparisons of progress between centres.
The group recommends that particular attention is paid to the following three areas when implementing a strategy for quality improvement across the primary/secondary care interface: + Improvement in leadership is probably the most important task for the implementation of eVective shared care. It is the responsibility of both clinicians and managers to develop leaders capable of leading their colleagues to work in a way that promotes quality improvement. + Bringing GPs and specialists together and developing personal and group relations through education and processes of task sharing is a powerful instrument of change. The Danish model for GPs as advisors in hospitals is a multipotential method of promoting cooperation between GPs and specialists. GPs acting as "facilitators" of cooperation may assist the creation of shared care, the initiation and promotion of clinical guidelines for shared care, and the formation of new information channels across the interfaces. 6 + Bridging the expectation gap by empowerment of patients can improve the experiences of patients and professionals. Patients will share their views and may carry their part of the common responsibilities to improve quality of the interface. It is the responsibility of the patients, when given the opportunity, to express their expectations and experiences to providers and leaders of health care. Political initiatives and better cooperation between professionals, politicians, and healthcare leaders may be needed to change the culture of health care to achieve this.
Working towards the 10 targets set out by EQuiP should direct the attention of leaders within the medical profession to the importance of making sure that the healthcare system works as a whole and that care for individual patients does not fall down because of poor coordination and cooperation at the interfaces. By doing so, we should achieve a situation where the health system is redesigned to enable care to be delivered by doctors committed to quality improvement across the whole service, cooperating to provide care that is perceived by patients as seamless. 
